Introduction
It is arguable that the poor state of health in the world is one of the most serious moral challenges facing humanity in the 21 st century. The widening gulf between the small proportion of the world's population who benefit from medical advances and whose life expectancy has been steadily increasing, and the bulk of the world's population, who have minimal access to basic health care and for many of whom life expectancy is now falling (after initial gains in the 20 th century), has become a blight on our humanity. 1 Of the estimated 60 million health care workers in the world, a third are in the Americas and only about 3% are in Africa, which bears 25% of the global burden of disease. The World Health Organization has estimated that there are almost 25 health care workers per 1000 population in the Americas and nine per 1000 in Europe, compared with four per 1000 in the Eastern Mediterranean and South East Asia and about two per 1000 in sub-Saharan Africa. 2 These data, however, do not reveal the even greater differences in levels of training and expertise of health workers across the world. For example, sub-Saharan Africa has fewer than 13 physicians per 100,000 population, compared with 164 per 100,000 in the UK and over 279 per 100,000 in the US. 3 The plight of sub-Saharan Africa is further illustrated by the facts that this sub-continent houses about 11% of the world's population, 70% of the world's HIV-infected adults, and 75% of patients with both HIV and M. tuber-Africa countries, 18,566 (23%) work in eight wealthy recipient countries. 16 In 2000/2001, 2093 nurses from South Africa, Zimbabwe, Nigeria, Ghana, Zambia and Kenya registered in the UK, and the number nearly doubled the following year. The number of nurses registering in the UK from outside the EU grew from fewer than 2000 in 1994/1995 to more than 15,000 in 2001/2002. 7 The majority (almost 70%) came from low or low-middle income counrties. 20 In 2002, 7% of Canada's nurses were foreign graduates -27% coming from the Philippines (and almost 25% from the UK). 18 Over the past four years, about 40,000 nurses have registered to work in the UK, most from the Philippines, South Africa, Australia and India. 17 South Africa lost 6028 nurses to the UK in the four years preceding April 2000, and continues to lose over 300 each month to various countries. 17
Driving forces
The factors driving migration of health workers include 'push' and 'pull' forces, and these have all intensified in a rapidly globalizing world. 5 They range from the (micro) personal interests and desires of individuals seeking to improve their own lives intellectually, financially or in terms of physical and political security, through (meso) national recruiting drives by wealthy countries to supplement their workforces, and deteriorating conditions in developing countries that encourage emigration, to (macro) global market forces that contribute to erosion of professionalism and the commoditization of medical care that drives professionals to seek the highest returns for their labour.
Personal interests and deteriorating conditions in developing countries
Many who train in developing countries understandably see future development of their careers as requiring a period of ongoing study, research or clinical work abroad. In the past, many of those who travelled to acquire such additional training or to do research returned home to continue their careers. Many countries have benefited through such capacity building of their graduates and from the ongoing networking that has linked them into productive collaborative research relationships.
In recent decades, with deterioration of health services in developing countries (vide infra), many who travel to enrich their skills and experience do not wish to return, as they are able to avail themselves of better career opportunities elsewhere. A recent study of migration of health professionals in six African countries provided detailed information on why health workers intended to migrate, or actually migrated, and on what they considered might retain them in their home countries. 15 Those wishing to migrate for further training ranged from 43% of South Africans to 85% of Cameroonians. Better remuneration was the reason given by over 70% of Ugandans and 25% of South Africans. Other reasons for migration included escape from violence, trauma and poor living conditions, concern about HIV/AIDS, poor future prospects in their countries, inadequate health care facilities and heavy work-loads. A close correlation was found between reasons for wanting to emigrate and emigration. Factors cited in this study that would motivate health workers to remain in their home countries included better salaries (77.5%), a healthy working environment (67.8%), better fringe benefits (66.4%), a more reasonable workload (58.7%), better professional education and training (52.6%) and better leadership in the health sector (24.9%). 15 Regrettably, some who acquire additional training abroad and wish to return are unable to do so because of lack of employment opportunities in their home countries. It should be acknowledged, though, that for some countries, for example the Philippines, exporting nurses has turned into an 'industry' with significant advantages in terms of repatriated salaries. It is regrettable that a country should have to resort to such means to sustain itself economically and at such cost to many citizens, who then live alienated lives away from their roots and families.
Recruiting drives
Shortage of skilled personnel in developed countries (often the result of poor planning in the past, and financial and structural cutbacks in medical services) and powerful recruiting drives are major pull factors. In the US it is estimated that in 2000 there was a shortage of 110,000 nurses, and that this will increase to 275,000 by 2010 and to 808,000 by 2020. 21 In 2000, the UK Department of Health set and met a target of actively recruiting, through a range of methods, 20,000 new nurses by 2004, many from developing countries, and it then extended this target to 35,000 by 2008. 22 
Effects of globalization
Globalization has resulted in many impressive advances in health and wellbeing, although it should be acknowledged that these have accrued predominantly to a minority of the world's population. The dark side of globalization includes widening disparities in wealth and health, deterioration in health services and worsening health in association with HIV/AIDS and other infectious diseases for large majorities of people in developing countries. 1, 23 The structural adjustment policies of the IMF and World Bank that required governments to reduce expenditure on health care, education and other social services and encouraged privatization, even within health care, played a significant role in eroding health services. 23, 24 These adjustment programmes, cuts in foreign aid budgets (especially by the US), discrimination against African trade, cold-war activities of the great powers, and increasing external control over the economies of small countries through debt 23, 24 have all played a significant part in fanning the AIDS pandemic, increasing malnutrition and placing inordinate stress on already weak health services.
Regrettably, even the World Health Organization was slow in acknowledging or discussing forces adversely affecting health. 25 Ongoing and coordinated international trends continue to lock incrementally into place new global rules and regulations based on neo-liberal economic policies that foster economic growth for wealthy countries and wealthy people. 26 Finally, moving to a more complex macro level of responsibility, fault could be found with a value system that has intensely promoted economic policies that tend to systematically enrich the wealthy while further impoverishing the poor. 23, 24, 26 However, moral blame should not be focused solely at any one of these levels, as all of these shortcomings are intimately linked in a complex, interdependent and grossly unjust world.
When health care professionals are blamed for not remaining in the countries where they were trained, they may with justification answer that working conditions, remuneration for their work, or opportunities for advancement are inadequate and that they move for personal or professional benefits. In addition they would probably, and with widespread support, refer to their right to freedom of movement. Similarly, wealthy countries would defend active recruitment of professionals from developing countries through reference to the right of individuals to be freely mobile -because freedom rights have the highest priority within the liberal tradition.
Arguably, some consideration should also be given by both individuals and recruiting countries to the idea that while freedom of movement is a very important right to be protected, there are (as with all rights) limits to the extent to which rights can be claimed when doing so impinges on the rights of others, or results in harms to third parties.
The moral language of rights could also be supplemented by the moral language of primary responsibilities independent of rights. If those who consider it their right to be educated and to be mobile have no sense of responsibility to use their privileged education for the benefit of their people, then it would become increasingly difficult for countries to continue to sustain health services and meet the rights of future generations to be educated as health workers. A nation's obligation to educate its citizens should be accompanied by citizens feeling some obligation to use that education for the benefit of their country and its people for at least a part of their professional career. Using one's freedom to be mobile may only be legitimate when the duty not to be a free rider has been met, especially if health professionals are considered part of the 'social capital' necessary to promote and sustain development and to improve life in their home country.
When the argument for freedom of movement is used glibly to allow wealthy nations to feel comfortable with recruiting foreigners, the question can be asked what ethical justification there is for applying this selectively, allowing some to migrate while others are denied entry. There is also scepticism about freedom of movement claims in the absence of a logically coherent explanation of how respect for this principle is compatible with allowing migration only to under-served areas -for example in Canada, where migrating doctors are selectively allowed into only Saskatchewan or other under-served rural areas.
While those nations that value individualism above all else would vigorously protest against impingement on civil liberties, such as freedom of movement, others who protest against lack of attention to social, economic and cultural rights may be more willing to consider the imposition of collective responsibilities for the benefit of the common good. Willingness to do so may also reflect concern that excessive focus on a 'thin' conception of moral behaviour, in which civil and political rights dominate, Adverse effects of globalization can also be attributed to poor governance, corruption and inefficient use of resources in many developing countries. It is not surprising that health professionals in developing countries (who are part of the global elite) should seek to escape the poverty and deprived working conditions in the public heath sector in their increasingly impoverished, unstable and often corrupt countries. Those who cannot leave their home countries may nevertheless be lost to public health services through an internal brain drain into higher paid positions in NGOs and other aid organizations pursuing the Millennium Development Goals in developing countries. 27
Implications of these facts and trends
The range of implications of professional migration for developing countries is worthy of detailed examination and this is reportedly being undertaken in the EQUINET project. 28 Of major importance is aggravation of the already poor ability of health care systems in developing countries to meet the needs of patients suffering from HIV/AIDS and to make significant progress towards achieving the Millennium Development Goals. 27 Of equal importance is the cost to developing countries (about $500 million annually) of losing the health care workers they have trained.
Some ethical considerations
In examining possible causes for medical migration, several interlinked possibilities are identifiable. Beginning at the micro level, individuals could be blamed for failing in their duty to render services to their home country and its people who heavily subsidized their education and training. Moving up the chain of responsibility, national governments, many of which are corrupt and inefficient, could be blamed for not making careers and working conditions at home more attractive to health care staff and for failing to develop adequate health services, thus reducing push factors.
Moving beyond the country from whence individuals leave, wealthy countries could be faulted for not training enough health care professionals for their own needs, and for continuing to extract valuable (human) resources from poor countries, without consideration of recompense to the source countries. The active recruitment of workers by developed countries reveals a tendency to foster their own self-interest regardless of the financial and human costs to developing countries that face disease burdens of tragic proportions. Such attitudes, reminiscent of the colonial mentality that enabled so much to be extracted unconscionably from developing countries to support economic growth in wealthy nations, reflect lack of insight into previous exploitative processes and ongoing insensitivity to the health and wellbeing of less fortunate people. Failure to plan adequately for the staffing of their own health services could be viewed as a sign of underdevelopment in 'developed' nations. Failure to direct money to the education and training of professionals for essential social services while spending considerable sums of money on military and space exploration reveals the priorities of many nations. 29, 30 perpetuates privilege and access to resources for a minority at the expense of the majority. 31 While promotion of human rights has been of great value in advancing human wellbeing, it is arguably not a sufficient approach to moral behaviour. 31, 32 Moreover, the power and value of the thrust to achieve human rights more widely has been undermined by failure of the country that most aggressively promotes the idea of human rights to accept the broad range of rights articulated as universal, indivisible and inalienable in the Universal Declaration of Human Rights. 33 Recent willingness to undermine civil and political rights, when upholding respect for these may threaten parochial interests, 34 reduces the power that could be associated with a more consistent approach to human rights.
Extending the discourse about interpersonal ethics towards organizational or institutional ethics would allow critical examination of how powerful institutions function. Such scrutiny could, as has recently happened in the UK, lead to interested parties questioning the moral legitimacy of actively recruiting health professionals from poor countries, and in doing so acknowledging that the interests of NHS and UK patients can no longer be placed above the interests of people in countries from which professionals are recruited. Such moral sensitivity and appropriate action may hopefully extend to Canada and other countries.
Identification of exploitation or free-riding at this level also raises questions about the ethical values of countries that, in addition to overtly exploiting poor countries by actively recruiting their professionals, persist in longstanding patterns of covert exploitation -for example through trade rules that favour their own economies but impoverish poor countries. 35 Examining the ethics of such political decisions at the level of international relations that adversely affect other nations could be constructive. For example, attention could be directed to the ethical probity of countries neutralizing development aid to poor countries through attempts to recoup much of this through expenditure on work done by their own nationals in delivering aid, or (even worse) through the sale of arms to unaccountable despots, who are known to be siphoning off some of the aid for personal gain and using the weapons to sustain their corrupt power. 30, 36, 37 A recent detailed account of failure of the G8 countries to alleviate poverty in developing countries sadly reveals either their moral blindness or lack of real interest in the plight of a large proportion of the world's population. 38 
Potential solutions from an ethical perspective
Even though medical migration, like other adverse effects of globalization, may be an intractable problem, it is worth considering what ethical solutions could be offered in response to these dilemmas and whether they could be effective. Beginning again at the micro level, we could either exhort health professionals to do their duty to their countries before migrating, or appeal to medical students in wealthy countries to reverse adverse trends as they take over leadership from their older colleagues in the health services. Here we would be appealing to their virtue and duties as citizens and to their roles as privileged members of their communities not to abandon or adversely affect those less privileged than themselves. Many modern medical students in wealthy countries are sensitive to such issues, spend their elective time working in developing countries and feel some commitment to reversing adverse health trends. Exhortation may dissuade some medical students in developing countries from migrating, but such admirable attitudes among current medical students would take a long time to make a significant effect on the brain drain. It may also be unreasonable to expect talented young people to remain in their home countries if there are limited opportunities for professional advancement, if their own lives are threatened (for example by HIV/AIDS or crime), or if conditions of work become abominable and their ability to render safe and effective health services is totally frustrated.
Governments in developing countries could insist on contracts with those entering higher education institutions in order to retain skills in the country, at least for some minimum time after qualification. To be fair, this should only be applied to those who have not yet embarked on their tertiary education. This would delay implementation and would also probably only have limited effect because it would not be possible to make such contracts binding for more than two or three years. Migration would thus only be delayed and not prevented. An alternative could be that those who migrate soon after graduating should pay back the subsidized costs of their education. It is unlikely that this could be enforced unless supported by the countries to which migrants moved.
Rather than using coercion, it would be preferable for developing countries to improve conditions under which their health professionals work, and to strengthen health services generally. However, such desirable efforts to retain staff are difficult to achieve in the context of the inadequate public resources available in developing countries that are, at least to some extent, due to the ability of wealthy nations to extract material and human resources from developing countries to meet their own ever-expanding needs. Many poor countries are in addition blameworthy for their poor governance, corruption, nepotism and inefficiency in public services Moving to an even higher level of moral responsibility, it could be argued that wealthy nations should either stop active recruitment or at the least pay developing countries for the costs of educating the professionals they recruit. Given their resources and that it could be considered unethical for institutions or countries to be freeriders, this seems an eminently appropriate suggestion. Recognizing that massive recruitment has undesirable effects on vulnerable people, Commonwealth countries have, to their credit, made a statement aimed at reducing recruitment of foreign health workers. 39 However, there is a significant gap between formulating such codes and putting them into practice. Pressure from individual health care workers, with support from their professional organizations, could have some positive impact. However, such new practices would be difficult to implement or enforce within a global economic system that permits 'businesses' to exert covert damage, with no accountability, in the pursuit of profit. Such damage, through what economists call 'externalities,' accounts for the ability of
Conclusions
Reversing medical migration and effecting restitution for past damage will be tough and complex agendas to pursue, and considerable effort will be needed to render effective several strategies that have been suggested. 5 But some macro-system agendas have been successfully addressed in the past -for example the abolition of slavery, resistance to Nazi policies and the battle against apartheid. The quests to alleviate poverty and to improve health at a global level are complex macro agendas, but their complexity does not mean that we should shy away from them as high-level long-term goals, while doing whatever we can at lower levels in the short-term to alleviate the problem.
Because wealthy nations, and by association their citizens, are deeply implicated in the generation and maintenance of forces that perpetuate social injustice, poverty and poor health, they need to face their responsibilities to improve the lives of those most adversely affected by their actions. 24, 36 Reducing recruitment of health care professionals and taking action to rectify previous exploitative practices should become an essential aspect of promoting development. Reliance solely on relatively small amounts of foreign development aid is inadequate, and philanthropy cannot be seen as a long-term solution to poverty and widening disparities in health. Facing upstream causes of poverty and ill health, exposing unethical practices and formulating new approaches to how the global economy should operate are all essential. 24, 26, 44, 49 some -the powerful -to exploit others. Consider, for example, how industries can avoid paying for the damage they do to people and the environment in the course of profit-making businesses. 40 When (if ever) the world moves towards a more moral political economy, and businesses and countries begin to make payment for such externalities, progress could be made towards reducing disparities and meeting the basic human rights and needs of many more people.
Although it is evident in the field of health care that some developing countries have benefited greatly from their graduates spending time abroad, it is also clear that in recent decades developing countries have lost so much through various forms of exploitation, including recruitment of health workers, that restitution should be made for such past harms. How to calculate the magnitude of such restitution would be contentious, but this does not detract from the validity of the claim.
Capacity building is one potential restitutive mechanism. This could take several forms. First, wealthy countries could enhance their own capacity to staff their health services by increasing funding for their own educational institutions. There is no lack of resources for health care in wealthy countries, only a need to rearrange priorities. This enhanced capacity could be shared with developing countries by seconding health workers to poor countries specifically to assist with training and education that could be of benefit locally. Medical schools could be built by wealthy nations in developing countries to educate many health professionals at lesser cost than in their own countriesand in this way contribute to developing the sustainability of threatened health services.
Recognition of the need for capacity building has led the US National Institutes of Health's Fogarty International Center to fund an ambitious capacity building programme in research ethics in developing countries. 41 The idea that international collaborative medical research should have a capacity building component is gaining ground through this programme and it has been argued that capacity building should be extended to improvements in clinical practice through research. 42 Finally, and most provocatively, it is necessary to move to ethical considerations at the highest level of moral responsibility and examine upstream ideologies and forces that perpetuate and aggravate disparities in wealth and health. This is a crucial step towards transforming our mindset about improving health care and health in an interdependent world that is threatened by widening disparities in wealth and health and by the recrudescence of infectious diseases. 43, 44 If the global economy, driven by wealthy countries and their interaction with despotic leaders, could be modified to facilitate rather than obstruct real development, as is currently the case, then push factors could be reduced. 45 Achieving such ambitious goals will require both a comprehensive global political theory, as proposed by several cosmopolitan theorists, 46,47 and concerted thrusts to achieve a paradigm shift towards a moral global political economy that enhances fairer distribution of resources. 48 While efforts at each of these levels will be extremely difficult to implement, it would seem preferable to have a long-term multi-pronged approach than to rely solely on exhortation or coercion at any single level for short-term gain.
